Abstract
Introduction
Recent discussions of urban politics--including in this journal (Rogers et al., 2014) --have argued that they should be more broadly conceptualized to include a wider range of social relations and spatialities than have traditionally been considered. Several writers have suggested focusing more on the mundane, ordinary and quotidian social relations--and spaces--of urban life (Magnusson, 2014; Young and Kiel, 2014 ; see also Painter, 2006) . Related to this, others have emphasized the politics of mobility (Nash and Gorman-Murray, 2014) , topological versus territorial politics (Allen and Cochrane, 2014) and the urban politics of subject formation (Hoffman, 2014) , as well as the need to take political culture and cultural politics more seriously (Sharp and Brown, 2012) . These contributions promise a widening of what typically falls under the rubric of urban politics. They are similar to the trend in political and historical geography that deploys a governmentality approach to capture the multiple webs of power connecting state actors, populations and individuals. Such approaches trace links (and ruptures) between individual identities and population trends, stressing the importance of both political cultures and cultural politics in urban settings (e.g. Howell, 2009; Moore, 2013; Legg, 2014; Beckingham, 2016) . All of these efforts have stretched attention beyond capitalist relations or (neo)liberal interest group/social movement framings typical of urban political inquiry and in so doing have challenged narrow understandings and explanations of urban politics.
This article builds on these trends by focusing on the urban politics of sexual health in a mid-twentieth-century American city, in particular how it relates to the emergence of a gay community. This focus is useful because it draws attention to a frequent point of contact between state authorities--namely public health departments--and emerging gay communities at the time. While there is a rich body of literature on the politics of public health and infectious disease management's relation to subject formation (Armstrong, 1993; Bashford and Hooker, 2001; Craddock, 2001; Fidler, 2003; Waldby, 2003; Wald, 2008; Lakoff, 2010) , this literature does not generally frame these processes as constitutive of urban politics per se (but see Brown, 1999; Keil and Ali, 2007) , much less the urban politics of sexuality. Our focus here, by contrast, expands notions of what constitutes the urban politics of sexuality by drawing attention to the complex negotiations and struggles over the forms that the contacts and interactions between public health authorities and Seattle's gay community took. In so doing, it reveals various complexities around both state actors' and gay people's ways of knowing and interacting with each other, including unexpected challenges to conventional methods of state governance and cultural accommodations, if not political alliances, across the state-civil society divide.
In what follows, we first review certain key theoretical texts informing our analysis, drawing particularly on Magnusson (2011; , but also Legg's (2005; five-part analytic of governmentality, Farish's (2005) linking of 'noir' criticism and texts to broader discussions of urbanism, plus our own previous work on biopolitical geographies in mid-twentieth-century Seattle. We next describe the research design and methods used in this case study, along with the historical and institutional context within which the events described took place. We then detail the processes and practices of sexually transmitted disease investigation in Seattle at the time, paying particular attention to the relations between and among gay men (and some others who did not necessarily identify as gay), DIs and others in these parties' social orbits. Finally, we interpret these relations in terms of the theoretical framework, with a focus on the wider conceptual and theoretical implications of the research. We also briefly discuss certain limitations to our findings.
Urban politics as the unfolding of social relations in place: a framework for analysis Magnusson (2011; offers a way of conceptualizing urban politics which we find compelling. Drawing on Louis Wirth (among many others), he argues for an 'ontology of the political' in which politics is about the unfolding of social relations in place. For Magnusson, the most relevant place is the city. Thus urban life necessarily entails a particular form of decentralized self-governance. As he explains:
Urban life is characterized by proximate diversity … One can understand the city as a self-organizing system … urbanism implies … complicated patterns of government and self-government, a multiplicity of authorities in different registers, the infinite deferral of sovereignty, self-organization and an emergent order that, though chaotic, is by no means anarchic (Magnusson, 2014 (Magnusson, : 1570 .
What Foucault (2003) called 'governmentality', and what others have described as 'government at a distance' or 'governing through freedom' (Rose, 1999; Dean, 1999) , is implicit in urbanism as a way of life (Magnusson, 2011: 24) .
While the particular ways in which the processes described diffuse spatially can be debated-- Magnusson (2014 Magnusson ( : 1570 argues that they 'have been extended elsewhere, so that urban life transcends individual cities and states'--we nevertheless find helpful his emphasis on the significance of everyday social relations, especially 'proximate diversity', in political theory. This approach allows for a consideration of power and politics as polyvalent, multi-directional and diffuse, rather than centered on the state or other institutions. It also allows for an epistemology that is consistent with an ontology of the political, focused on the everyday practices of urban life. He calls this approach 'seeing like a city':
To see like a city is to see politically, but to do so through an ontology of the political that foregrounds urban practices, broadly conceived … To see like a city is to recognize that there is no single standpoint from which the whole can be grasped, and so a democratic politics seems like a logical necessity' (Magnusson, 2011: 12) .
This approach is useful because it takes us into the realms of cultural politics and civil society. As Magnusson (1992: 70) puts it, 'practically all serious social theory tries to decenter the state, in the sense that it recognizes the state system as one phenomenon among many that have to be understood'. A Foucauldian governmentality perspective is one very powerful (and popular) current approach to de-centering the state without erasing it entirely (Howell, 2009; Legg, 2014) . Such an approach conceptualizes power as not just hierarchical, 'top-down', and state-centered, but also as produced (and resisted) in organizations, institutions and relations of knowledge production. Thus it is concerned not just with coercive and disciplinary exercises of power at the scale of individual human bodies (anatamo-politics), but also the production and framing of knowledges that lead individuals and populations to govern themselves (biopolitics). A governmentality perspective does not deny the existence or the significance of the state, however. Rather, it situates the state within broader networks and flows of power. Legg (2005: 147-9) delineates five 'analytical levels' through which governmentality can be more precisely understood. He calls these episteme, techne, identities, visibility and ethos. While Legg developed these concepts to better understand the ways in which governance by imperial authorities worked in colonial India, they can be applied more broadly to understand governance (and self-governance) generally. He defines episteme as 'distinctive ways of thinking and questioning; the use of certain vocabularies and procedures for the production of truth'. It reflects the epistemological imagination through which governance (and, we argue, self-governance) take place. Techne refers to specific 'techniques and technologies of government; ways of intervening in reality through strategies and procedures in relation to the materials and forces [at] hand and the resistances or oppositions encountered'. Thus techne is about the particular techniques, methods and methodologies employed in the processes of governance and self-governance. Identities are defined as the 'conception of the people to be governed; their statuses and capacities; the shaping of agency and direction of desire'--i.e. the imagined qualities, characteristics, propensities and proclivities of the populations whose governance is at stake. Visibility refers to 'ways of seeing and representing reality; the practical knowledge of specialists and policy-makers; plans, maps and diagrams'--in other words, the processes and practices through which those who seek to govern make visible the worlds in which they find themselves. Finally ethos refers to 'the moral form which distributes tasks in relation to ideals or principles of government'--i.e. the values, norms and ethical principles informing the work of governance. All five of these we find useful because of their focus on the relationality of power, on the socially constructed (and contested) nature of power, and their situating of the state within broader networks and flows of power.
A related way of advancing this agenda of shifting attention away from the state is to focus on the relations between ostensibly apolitical, bureaucratic and quotidian arms of the local state and processes and practices that take place in the realms of civil society and everyday life--what Painter (2006: 762) calls 'prosaic stateness'. As with a governmentality perspective, this focus on relationality goes beyond an exclusive focus on the state without denying its significance altogether. Instead, it emphasizes the ways in which power flows through complex intersections of both state and nonstate organizations and institutions as well as everyday social practices. Thus it forces analysts to consider carefully the politics of meanings and values ('cultural politics') and, relatedly, of place-based norms (political culture--see Almond and Verba, 1963 ). Farish's (2005) insightful and provocative work on the analytical usefulness of 'noir' offers an additional and (crucially) cultural way of thinking about urban politics that is consistent with a focus on the unfolding of everyday social relations in place, as well as with our interest in governmentality and prosaic stateness. Farish describes noir as a 'constellation' of urban perspectives and experiences that come together ephemerally to constitute a particular way of understanding the city (ibid.: 96). This understanding is based on partial spatial knowledge and an experiential place-based epistemology (ibid.: 115). It takes those who live normal (read: normative) 'ordinary' lives to a dark and mysterious heterotopia of the city. Noir also foregrounds marginalized groups and individuals (and thus race, class, gender, sexuality and potentially many other axes of identity and difference), albeit from the standpoint of a white male--and we would add heterosexual--hero. This hero is a 'modest organizational man' (ibid.: 103) who nonetheless does the hard (and sometimes dirty) work of solving the dark mysteries of urban space, often using disguise and deception. It also foregrounds this hero's mobility. The noir detective moves in and out of the heterotopic city to do his job, which is to discover, uncover and reveal often difficult truths of human experience (cheating, crime, murder, etc.) .
In our own ongoing project on the biopolitics of mid-twentieth-century Seattle's gay community (Brown and Knopp, 2010; 2016) , we have deployed a governmentality perspective (including Legg's framework) to extend knowledge about the politics of public health and the regulation of gay spaces (especially gay bars) at the urban scale. We traced flows of power, in multiple directions, to make several arguments: (1) that geographical imaginations and ontological framings by public health authorities were important elements of governmentality; (2) that the multiple spatialities of 'the clinic' (broadly conceived to include public health infrastructures generally) mediated anatamo-politics and biopolitics 'so as to help simultaneously conjure a gay population and the governance/self-governance of that population' (Brown and Knopp, 2014: 107) ; (3) that the inconsistencies, contradictions and failures of a variegated local state in relation to various non-state processes were also important in understanding the governance of homosexuality.
In this case study, we bring together the concepts developed above to understand a set of processes and practices related to the tracking and treatment of sexually transmitted infections (referred to colloquially at the time as 'VD', shorthand for venereal disease) among members of an emerging gay male community in mid-twentieth-century Seattle. These processes and practices involved a professional class of state bureaucrats (disease investigators or DIs) who insinuated themselves into the lives, communities and subcultures of (mostly closeted) gay men. Ostensibly, they did this in order to control the spread of disease. Their actions, however, were part of a broader constellation of relations involving the DIs themselves, gay men (and some non-gay-identified men), gay businesses and numerous other state and non-state organizations, institutions and subcultures. Combining insights from the theory and research described above allows us to explore some heretofore understudied and underappreciated moments of urban politics and governance. Specifically, it allows us to focus on the experiences, practices and imaginations of both DIs (known colloquially as 'contact tracers' at the time--see Wigfield, 1972; Thin, 1984) and members of the emerging gay community. Moreover, it allows us as researchers to see sexual health--in particular the management of sexually transmitted infections--as an urban political issue. In the process we highlight various tensions, contradictions, ironies and paradoxes that we see as central to the various relations involved in this form of governance.
Design, methods and historical/institutional context
This is a case study of the interactions between sexually transmitted disease investigators and gay men (and occasionally others) in mid-twentieth-century (pre-HIV/ AIDS) Seattle. Our data are drawn primarily from a subset of 75 qualitative interviews conducted between 2011 and 2015 with gay and bisexual men, public health officials and related individuals who lived in the area at the time.
1 These data are supplemented by historical records of the Seattle King County Department of Public Health regarding local sexually transmitted disease investigation. Our interview sample was a purposive and snowball one, identified initially via contacts and referrals provided by local LGBT elders and current or former Department of Public Health officials. We focused interviews on the lived experience of either investigating sexually transmitted diseases or being touched by such investigations as a citizen. Thus our interviewees included friends and associates of individuals targeted by DIs as well as those individuals themselves.
Interviews were transcribed and coded for certain themes identified via the theoretical framing of the project (e.g. 'governmentality', 'biopolitics', 'episteme', 'techne', etc.) as well as inductively (see below). Axial coding and collaborative memoing followed. Ultimately, these codes, the archival data and our knowledge of the broader historical and institutional context within which disease investigation took place helped inform our larger qualitative analysis. This broader analysis was aimed at understanding the role of interactions between gay/bisexual men and a bureaucratic, purportedly apolitical, arm of the local state in urban governance.
In the United States, federalism has led to complicated structures and relations between different tiers of the state apparatus around the governance of public health. While the federal government has a Public Health Service and Centers for Disease Control, states (and their local governments) have been directly responsible for communicable disease surveillance and epidemiology, as well as the treatment of sexually transmitted infections (Turnock and Atchison, 2002) . During the study period, state and local public health agencies were increasingly assisted by federal grants and contracted personnel to deal with sexual health. In Seattle, the Department of Public Health is a shared city and county responsibility. A group of physicians and researchers from the University of Washington also became closely involved with STI epidemiology and treatment (see Brown and Knopp, 2014) . Thus, while there were complicated scales of state governance around STIs, the work of investigation was always done through the Seattle King County Department of Public Health.
During this time Seattle was a city undergoing rapid and more-or-less sustained economic growth along with substantial social, cultural and demographic change. It featured an increasingly liberal, albeit bipartisan and non-ideological, political culture dominated by white middle-class professional elites (Banfield, 1965) . These elites saw themselves and the city as modern, progressive, efficient and relatively free of corruption.
2 It was also a leading center of cutting-edge research in the field of sexually transmitted infections' diagnosis and treatment (Holmes, 1984) .
Concomitantly, Seattle was a site of relative (and increasing) tolerance for certain forms of sexual non-conformity, including homosexuality. This was arguably part and parcel of the development of the local political culture described above. A robust subculture of bars, bathhouses and social organizations was in evidence as early as the 1940s and 1950s, and was flourishing by the early 1970s. This included the city's first gay community center in 1970, its first disco bar in 1973, and several social and political organizations that were drawing attention in the media and gaining clout within the
1
The larger data set included interviews conducted by a local LGBT history project as well as ourselves that focused on Seattle's LGBT history more broadly. These interviews are archived at the University of Washington Libraries Special Collections unit. 2
A scandal involving payoffs to police by bar owners and managers in the late 1960s exposed some of the limits of this self-image, however (see Atkins, 2003; Bayley, 2015 ).
city's power structure (Atkins, 2003) . By 1978, Seattle had become the first city in the US to affirm the civil rights of gays and lesbians at the ballot box (ibid.: 255-7). For gays and others interested in same-sex relations (as well as gender nonconformity), the places they frequented offered a surprising degree of freedom (relative to many other large US cities) and even, at times, protection from harassment by certain arms of the local state (e.g. the Washington State Liquor Control Board--see Brown and Knopp, 2016) . At the same time, rates of VD infection--particularly gonorrhea and syphilis--increased, which caught the eye of both public health authorities and academic researchers. One consequence of this convergence of a liberal local political culture, gay community formation and increasing rates of VD infection was that 'homosexuals' (the most common non-pejorative term used to describe gay people prior to the popularization of the term 'gay' in the 1970s) were seen by medical researchers, many public health officials and other local authorities as simultaneously an epidemiological problem and evidence of the need for resources to combat it (Brown, 2009 ). Indeed, a small cadre of liberal-minded medical researchers associated with the University of Washington established Seattle as a center for research on sexually transmitted infections ('STIs', the more clinical term for VD) during the 1970s (Brown and Knopp, 2014) . Their research included looking at the transmission of STIs among men. In so doing, these researchers cultivated relationships with public health authorities at the federal, state and local levels, plus (crucially) with members of the gay community. The gay community, meanwhile, had begun developing its own community health infrastructure, consistent (and to some extent in collaboration) with the development of community-based women's and African American health clinics (ibid.: 105). In what was at the time a fairly rare and innovative move, these two communities eventually worked closely together in Seattle to understand, locate and treat VD. It was in this context of rapid cultural and political change that the work of local VD disease investigation took place.
Sexually transmitted disease investigation in mid-twentieth-century gay Seattle
Gonorrhea and syphilis were two diseases considered 'reportable' at the time. This means that clinics, physicians and other healthcare professionals were required by law to report occurrences of either disease to the State Department of Public Health (DPH). Of course, VD was detected in a variety of ways and venues, but always required testing and confirmation of a positive result. This testing could be part of routine screenings of various kinds, a result of referrals (and self-referrals) to public health clinics or a result of the disease investigation process. Once confirmed and reported, DPH then either followed up directly or, more commonly in Seattle, the local health department initiated an investigation.
The first stage in this investigation was the patient interview. This encounter typically took place in the space of the public health clinic after a positive test result. The DI would explain the specifics of the disease: what it did biologically to the body, how it was transmitted and what the best course of treatment was. The understood mandate was to find and stop the spread of disease. The most immediate task of the DI, however, was to get the patient to disclose their sexual history: who they had sex with, when, who likely infected them, what specific sexual acts occurred, and any details about their partners and the geography of their contacts since the infection occurred. Thus sexually transmitted disease investigation entailed aggressive and invasive investigations by public health officials into the sexual lives of city residents.
DIs would use this information to locate those with whom infected persons had had sexual contact, with the goal of bringing these partners in for testing, treatment and interrogation. A commonly used term at the time for this aspect of disease investigation was 'contact tracing'. It served as a synecdoche for the broader process of disease investigation, specifically the ways in which past and present sex partners of infected individuals were identified and brought into a Department of Public Health clinic for testing and/or treatment. The practice's history goes back to the early twentieth century in both British and American public health services, especially during the two world wars (Green et al., 2001; Fairchild et al., 2003) . In the British and imperial contexts, investigators were typically female nurses and almoners (Manchee, 1945; Davidson, 1996; Kampf, 2008) , while in the US context the specialization began as an exclusively white, male and middle-class ('college-educated') domain, diversifying in terms of gender and race during the 1970s (Meyerson et al., 2008) . The Centers for Disease Control (CDC) created the position of public health advisor in 1948 to partner with state and local health departments to systematize disease investigation. And while it has been used in various disease contexts (such as tuberculosis), disease investigation has become most common in the management and surveillance of sexually transmitted infections. As poorly understood and heavily stigmatizing diseases that may be asymptomatic, STIs could transmit rapidly to epidemic proportions through local and international networks. Disease investigation became a standard practice for (especially urban) public health officials to combat--or at least mitigate--the diffusion of disease through a population. It is a classic example of risk management by the state stressed in the governmentality literature (Petersen, 1997) .
Contact tracing involved DIs using whatever creative means they deemed necessary to locate potentially infected individuals, based on data from interviews. This would sometimes be a full name and phone number. More commonly for closeted gay and bisexual men, it was a first name (possibly an alias) or a physical description. Frequently the place of meeting was used as a means of discovery. Yet DIs would also go to private homes and workplaces of people suspected of being infected. For homosexual contacts, bars, bathhouses and beats were explored by DIs looking for contacts. This work often involved intrepid detective work and subterfuge, similar to that of the noir detective (Farish, 2005) . DIs did not use official vehicles in their tracing work. According to one DI from the 1970s, they checked their attire and manners to conform to where they were:
If someone says they're at a certain bar every night, you have to go to that bar and you can't look like you're from the public health department. I mean you, you just act like you are there at the gay bar, you're gay and you're in the gay bar.
One particularly important technique, used especially but not only in the patient interview, was to exploit interviewees' sensitivity to the stigma associated with homosexuality (we explore this further in our discussion below of the technes of shame versus trust). This was used to encourage submission to the gaze of public health authorities rather than that of one's own family physician or others who might be more hostile--to submit to examination and testing, to recount sexual histories and to name names of partners. Not surprisingly, then, DIs also had a frequently difficult relationship with private physicians. Moreover, while private physicians were required to report positive STI tests to state health departments, many had uneven understandings of the symptoms, of what successful treatment of these diseases entailed and how to comply fully with mandatory reporting. DIs would often take advantage of this situation in order to induce patients' cooperation with their investigations.
While treatment would never be withheld from uncooperative patients, these approaches nevertheless often succeeded in getting patients to disclose sexual information, and in so doing care for themselves and the public by coming in for an exam. The stigma of having had (non-normative, illegal and allegedly immoral) sex, of being caught by authorities due to their illness, and having to confess acts and contacts all colluded to heighten feelings of shame by the patient. 'Were you a bad boy?', one gay man recalls being asked accusingly by an official during his first visit to the public health clinic. DIs would persistently stress that their shaming was about the selfishness and irresponsibility (in a communitarian sense) of keeping a former partner ignorant of likely risk of infection, not because of the sex itself or any other ethical issue (infidelity, etc.). Yet it seems as though different bases for shame became intertwined and mutually reinforcing. As one gay man recalled about Seattle DIs in the 1970s:
Even in bathhouses they'd try to shame people. They'd say things like 'You know there's syphilis in the community and you really ought to get a blood test or come down to the clinic and get examined'.
Sometimes contact tracing meant more straightforwardly aggressive and intrusive questioning of infected individuals. Successful investigations pivoted, after all, on DIs extracting the most accurate and precise information they could. This set up an antagonistic pressured interaction, where the patient was pressured to divulge, reveal, expound, etc. As one current DI put it:
You just don't give them the option to not say anything. I mean, you set it up psychologically as if there's a barrier. You're the authority here. You're the one in charge.
Another DI explained:
You're asking people questions that no one should ever ask someone. And you sit there, and there's always more! You have to go with the feeling that there are always more names. They're not telling you the truth. There's always more. You can't let them know that you think they're lying … And you just have to keep going and then they give you another name. Well then there's probably another name.
Perhaps the most infamous example of this was a well-known 'old school' DI from a neighboring county in the 1960s and 1970s. This individual was mentioned in several interviews, as well as in a local oral history:
There was one guy … and he was terrible. He was from the old school. We heard rumors, or accurate rumors, of him bringing in people by gunpoint … I mean he carried a gun! (retired DI).
This man contacted me several times … He came over to my house. And brought with him a folio that had a number of pictures in it ...These were all pictures of schoolteachers … and I got really scared … I knew a number of people that were in there … he actually had an axe to grind … he wanted me to finger gay schoolteachers.
Another interviewee told a story of a close friend who lost his job because of aggressive contact tracing following the interviewee's misplaced trust in a DI:
[My friend] was in a meeting with his bosses that day … and in comes the secretary interrupting the meeting and sorry, we're busy with this meeting. I'm sorry, it's an emergency. It's the health department in Seattle calling to tell you that you've been exposed to a deadly disease and you have to get back to them right now. This is the secretary announcing this in the middle of basically a performance evaluation of my friend … Put him in shock. He's terrified, he This kind of extreme coercion appears to have been the exception rather than the rule, however. Many of our interviewees characterized the tactics above as antediluvian and anachronistic, in contrast to a greater sensitivity to 'human rights' in contemporary public health practices. Consider the following accounts, one from a former county public health official and the other from a Seattle gay man:
You most certainly will be able to find individuals with horror stories … and I would be willing to bet that 90% of those came from mostly … 'cowboys' who didn't follow the rules or didn't have adequate training … some people were callous about it … you hear stories about people saying 'I won't give you your penicillin shot until you tell your partner'.
There was only one time that I was named as a contact but there was more than one phone conversation as part of the process … They may have called me at home first and then left a message … [They were] very discreet, totally discreet. My experience is that the health department at least was discreet.
Indeed, many contact tracers stressed less antagonistic and punitive approaches in their own strategies:
We would go to bookstores, we would go to bars, we would ask bartenders, we would leave notes … It would be a very simple note … if there was a third-party person there would be nothing that would identify us even from the public health, it wouldn't be our business card … We were really careful not to put people's business out on the street (state public health official).
I mean I would say everybody that I worked with were pretty sensitive to not revealing information … it was pretty clear when you got a wife and you're coming for an exam, as her husband, he had infected her, she wanted to know who. You can't say. You have to say, I'm sorry, you've been named in an incubation period for gonorrhea. You need to be examined immediately. Our preference would be to treat you just to protect in case the exam isn't correct. She wouldn't know (DI from the 1960s and 1970s).
We had like a system, that no matter what anyone told us, that was confidential and we didn't share it with anyone. And so, even if they would tell us that they were having sex with a young person we didn't report it to the police (state public health official).
There was a cardinal rule you never said, never said the name of a patient nor would you give any information about why you were trying to get in touch with somebody (DI from the 1970s).
Thus relations between DIs and (mostly) gay men were also marked by strategies of trust building (we develop this point below). Stigma, coercion and heavy-handedness alone would not work and always threatened to destroy the relation between DIs and these men. For DIs, they had to be recognized not simply as vectors of disease or a source of a problem for the population. They had to be part of the solution to that problem: by willfully self-disciplining and coming into the public health clinic for examination; by publicly declaring not just their sexuality but also the specific sexual acts in which they engaged; by identifying those they had sex with; and by following up with correct and consistent treatment regimes. For all these self-governances to occur, relations of trust had to be formed. That trust could not merely rely on state authority. Recall that most DIs were straight white middle-class heterosexual men. They were not necessarily allies in identity politics. 3 The existence of these different strategies indicates that, in addition to understanding the facts of individuals' sexual behavior, contact tracing necessarily also entailed a degree of social understanding of sexuality, one that at least admitted that human beings were inevitably sexual (and thus the intractability of VD as a population problem). For some DIs, this understanding even extended to an appreciation of how social inequalities and cultural processes worked to both facilitate disease transmission and thwart simple solutions aimed at getting people to come in for testing and treatment or to inform partners of potential infection. In the words of two now retired DIs:
The challenge was: are they in fact, bisexual or homosexual, however you wanted to describe it, and to have them kind of breakdown that barrier and admit to same-sex contacts. So that, because of homophobia in the way it was, people were very reluctant to admit that.
We knew that most people were still in the closet … there were probably some people who were recalcitrant, you know, and those were mainly the straight black guys … I … said that we should get a gay guy on a committee or get a gay guy in the clinic or something … I said it was the smartest thing we should do … I learned a lot about gay men and it was interesting … We learned about the city, I knew all the gay bars in the city.
Gay and bisexual men, meanwhile, narrated their experiences with DIs as an uncomfortable negotiation between promoting the collective health of the community and the individual pleasure that signified the sexual revolution and rise of gay rights in the 1960s and 1970s. For example, one interviewee, a retired gay-bar manager, recalled protecting patrons' identities in the 1950s and 1960s by refusing to identify them to DIs--even if they were present in the bar at the time--but then passing on messages to these individuals from the DIs. By contrast, another gay interviewee (a retired nurse who did not work for the public health department) recalled feeling a sort of guilt by association in the 1970s with other gay men who were perceived by their straight peers as sexually irresponsible:
And it was also, to a certain extent, embarrassing, because talking to fellow healthcare colleagues, you know, if--especially if they knew you were gay--it was sort of like, 'Well', you know, 'you're not doing that'. I said, 'no'. You know, 'So why are all these other gay people doing it?' Particularly problematic for these men was that participation in the process--whether as the result of an infection being reported or of contact tracing--often meant confessing to what at the time were deemed deviant and illegal behaviors. Before 1976, sodomy was illegal in Washington State. The confession of homosexual sodomy necessarily therefore entailed admitting to law breaking, and might also entail confessions of infidelity (usually to a wife unaware of her husband's sex with men), statutory rape, illicit drug use and more--any number of transgressions had to be confessed to the state. Yet in order to successfully continue to track the diffusion of disease, these details had to be kept confidential--not just from other potentially infected individuals, but also from other more punitive and carceral arms of the local state. DIs' notes and files were kept confidential. In this way, disease investigation recognized the social nature of venereal disease and perpetuated the closet around homosexuality. It kept homosexuality hidden from the broader community and other parts of the state, while simultaneously extracting as much information and detail from (mostly) gay men as possible. This form of governance was a postwar phenomenon and seemed to emerge because harsher strategies often backfired and led to a lack of trust between gay men and public health authorities. As one DI put it:
Well, I mean confidentiality was the cornerstone of the work. Because of that people didn't want others to know that they were infected. It did affect the work and ability to do it because you just couldn't be up-front with most people.
Two Seattle gay men ambivalently described how the closet worked around sexual health:
Well, I mean if you got [VD] you know, depending on how closeted you were, you could either go to your doctor and have to out yourself and risk all that that meant, or you could go to this public place, maybe give a phony name, and tell them the whole deal and get treated, and not have to risk the discomfort of going to your own doctor.
You could just lose yourself in an administrative building [where the VD clinic was located amidst other local departments and agencies], find yourself in the clinic--in and out the same day--treated. Back to lifestyle, home, etc.
Still, some gay and bisexual men resisted contact tracing altogether, or at least sought to avoid some of its more dire consequences (e.g. being 'outed' to family, friends or employers), as two individuals from the Seattle gay scene of the era recalled:
I remember I was asked if I would provide a list of my sexual partners but I said no and they said, well, the responsible thing for you to do is to contact all of them and let them know they've been exposed. And I said I'm aware of that.
They wanted to know who, where you got it from and who you'd been with, and you always lied. You always said, I didn't know, I just met him and we went in the back seat of a car inside a park or something like that. You just didn't tell anybody. You try to contact them yourself and sometimes, depends on if you felt bad enough about it, you'd do something about it.
Finding VD--or being identified by the state as a possible carrier--thus entailed a complex set of relations and practices among and between public health professionals (particularly DIs) and gay/bisexual men. In the next section, we interpret these practices and relations using Legg's five 'analytical levels' of governmentality, Farish's notion of 'noir' and ultimately Magnusson's notion of urban politics as the unfolding of social relations in place.
Governmentality, 'noir' as a place-based cultural frame and the unfolding of social relations in place
Various elements of Foucauldian governmentality, and of the 'noir' framing's emphasis on a heterotopic city that is only ever partially and experientially known, are evident in the processes described above. This includes all five of Legg's 'analytical levels' of governmentality as well as our own previous insights regarding the biopolitical geography of Seattle's mid-twentieth-century gay community. Consistent with Farish, it features a non-state-centered emphasis on everyday flows of power and the placespecific politics of meaning, as well as Farish's foregrounding of mobility, marginality, mystery, deception and disguise. Together, these provide us with the tools necessary to more fully and concretely 'see like a city', which as Magnusson (2014 Magnusson ( : 1572 reminds us means, in part, 'recognize[ing] that there is no single standpoint from which the whole can be grasped'.
Tensions and paradoxes in governmentality
In his work on colonial India, Legg uses the five 'analytical levels' of governmentality (ethos, episteme, identities, visibilities and techne) primarily as a way of understanding the process of governance (and the facilitation of self-governance) by state authorities. By contrast, we focus here on the tensions and paradoxes within these analytics by looking at the relations between DIs and the human beings with whom they interacted. While there was a clear mission involved in the work (eradicating disease and in so doing restoring order), there were, as we discuss below, competing ethos involved. Similarly, the work entailed sometimes contradictory biomedical and socio-cultural imaginations (epistemes). It also conjured competing identities of various kinds ('homosexuals', 'perverts', etc.), two of which we focus on below. These identities were associated with marginal and stigmatized spaces in the city. It entailed making visible to DIs and members of the emerging gay community complex, contradictory and often shadowy social worlds, while making them invisible to others. And it involved contradictory techniques of (among other things) shaming and gaining trust as a means of gathering from these marginal figures, in hidden parts of the city, the information DIs deemed necessary to get their work done.
As an ethos, communitarianism--typically summarized as the priority of the (collective) good over the (individual) right--of course saturates the politics of public health. To DIs, VD needed to be found and treated because it was seen as a threat to the collective health of the population (Rozovsky, 1972) . It was risk management collectivized. So here the homosexual component of the population was seen as part of the threat to public health because it facilitated disease transmission among gay and bisexual men and potentially the wider population, through agents who might have sexual relations with both men and women. The (im)morality of homosexuality was intertwined with the etiology of disease transmission (which was facilitated by the fact that both homosexuality and VD were seen as biomedical illnesses (see below). On the basis of securitization, this ethos justified both DIs' excursions into hidden parts of the city and the invasion of individuals' privacy by the state for the collective good.
Yet a liberal ethos--prioritizing individual rights and freedoms--was also in play. We see this in the relative absence of quarantine, an extreme measure in a liberal democratic society and one not uncommon in disease control earlier in mid-century Seattle (Lerner, 1998) . We see it also in the trust techne deployed by DIs (see below). And of course we see it in the subtext of an emerging gay politics of sexual freedom. Most importantly in the data here, though, we see it in a keen awareness on the parts of DIs themselves of the imperative to work with and respect individuals, even while sometimes deceiving or manipulating them. It is also apparent in a rising awareness of 'human rights' discourse in institutional public health practices and, ironically, in a turn towards community-based clinics (Brown and Knopp, 2014) .
In the case of disease investigation examined here, competing epistemes were clearly at work. On the one hand, a biomedical epistemology of disease, etiology and biochemistry provided a foundation for the identification, treatment and surveillance of sexually transmitted infections in Seattle. As noted in earlier work (Brown and Knopp, 2010) , this epistemology was conceptualized as amoral and asocial. As in the noir tropes Farish describes, it foregrounded marginalized groups and individuals, from the standpoint of the white heterosexual male. Social and moral concerns were frequently portrayed by medical folks as obstructing or frustrating the department's function of disease prevention. As a (perhaps the) leading research center on STIs, Seattle became nothing less than a scientific lab for explaining and predicting biochemical, corporeal and demographic variables at work. This was true not simply in the reactive sense of dealing with a current problem of poorly understood processes of transmission, symptoms and treatment. It was also true in the preventative sense of managing risk--including, crucially, through disease investigation practices--so that an intractable disease problem in the population did not grow.
On the other hand, the role of disease investigation highlights the concurrent importance of a social and cultural epistemology (Lohan et al., 2009) . After all, VD was often politely named a 'social disease'. This epistemology insisted that STIs were an unsolvable, relentless and recurrent problem precisely because of the social and cultural factors in play around all aspects of the disease and its treatment. It was also very much based on an experiential place-based epistemology of the sort Farish (2005: 115) contends is characteristic of that used by the noir detective. Recognizing the social and cultural aspects of disease also reflected a progressive politics associated with latetwentieth-century American public health practices. It reflected an institutional turn towards concern for the health of marginalized populations, grappling with social and structural causes of disease transmission and prevention. It also marked the inescapable historical context of the sexual revolution in American society, which confronted public health authorities with changing sexual mores but also intensified VD transmission issues.
For the DIs, these social and cultural epistemologies were arguably at least as foundational to their work as the biomedical one (see also Potterat, 1997) . To do their jobs required an understanding of social worlds and cultural contexts--what Farish (2005: 98) calls a 'penetration of the murky urban labyrinth'. Local knowledge was highly prized and framed as a vital tool for the job, as evidenced by the subtle and painstaking attention paid to learning about the gay community, as well as the social codes and practices of non-gay-identified men who had sex with men ('MSMs'). While some DIs were more heavy-handed and judgmental than others, most clearly developed an appreciation for the complexities of the relationship between 'disease' and the social and cultural worlds in which it circulated.
Identifying gay men as a particular source of VD--and gay taverns and bathhouses as identity spaces that especially facilitate VD transmission and contact tracing--exemplifies Legg's 'analytical level' of identities. More particularly for DIs, the dualistic identities of 'good gays' and 'bad boys' framed their work. The good gays were what Foucault (2007a: 55) called 'individuals to be corrected'. They were the responsibilized subjects. They were self-disciplining with respect to sexual health and conduct. Good gays emerged from the dark corners of the city to visit the public health clinic either regularly or when symptoms appeared. It would be anachronistic to interpret their behavior as 'safer sex', however. Instead, the good gay 'cleaned up after himself '. He traveled between respectability and disrespectability, transgressed heteronormativity and sexual mores, but then mitigated. He confessed willingly to the state about his sexual practices and contacts. He named his sexual contacts, or at least provided information to the DI so that the latter could find them. In the parlance of noir, he was a stoolie or a grass.
Bad boys, by contrast, were sexually promiscuous (typically young) gay men who spread disease irresponsibly. This identity also had an incorrigible character. The bad boy was one who would not cooperate with the public health department. This might mean he refused to come into the health department for checkups or testing. He might fail to comply with treatment protocols. He might refuse to divulge information that would allow DIs to trace his sexual contacts. The bad boy was an identifiable source of infection and disease diffusion. And as the quote from the gay nurse above shows, his identity was also constructed within the gay community as a source of heterosexual disapproval of homosexual promiscuity that tarred even the good boys. Bad boys, because of their incorrigibility and their elusiveness, were part of what made the noir of disease investigation so heterotopic. So in terms of the noir of disease investigation, both these identities directly related a state apparatus to homosexuality. Whether through cooperation or resistance, the public health department became a normalized component of the city's gay community.
Before a body or action (such as the 'bad boy') could be problematized, however, it had to be made visible. Confession was the discourse of visibility for DIs. Bodies, sexual acts and their places had to be revealed by the patient. The state had to see your sex. 'Who did you fuck? Who fucked you?'. So here confession to the biopolitical state also became a norm of gay culture in the city. Confession was invariably structured by the closet, however. Disclosing sexual acts and partners essentially meant 'coming out', at least to a DI.
Yet if gay men had to be publicized to the state through disease investigation, that occurred with a wide degrees of confidentiality. DIs reproduced the closet. They treated it with care. As noir, this paradoxical visibility pivoted on the DI knowing at least some of the sordid details of homosexuality in the city so that the general public did not have to. It is important also to bear in mind the variegated state here. Before 1976, homosexual sex was illegal in Washington State. So in the case of DIs, agents of a pastoral state agency were keeping illegal acts secret from the carceral branch of the state.
Finally, as noted above, shaming was one very effective techne in venereal disease control. DIs used shame to motivate individuals to confess and disclose sexual contacts. The source of shame (at least according to the DIs themselves) was not overt homosexuality or infidelity, but carrying (embodying) and knowingly spreading disease. The shame was over harming another person's health. But this reads shame too biomedically. In the broader structural contexts of heteronormativity, very few people could go to their own doctors about VD. Many young men could not afford to visit a doctor without insurance. Their only option was the public health department. So DIs would take advantage of that--much like the noir detective would take advantage of the precarious social positions of petty criminals--and impel confession with shame.
While shaming rests on a moral economy that privileges the shamer over the shamed, another techne--of trust--also characterized disease investigation. Here the technique was to approach gay and bisexual men positively as a means to solve the problem of disease transmission in the population. Gay and bisexual men were not just treated as part of the problem, but also part of a solution. If they willingly came in regularly for testing and treatment, if they would disclose the locations and names of their sexual partners, and if they followed up with correct and consistent treatments then the problem would be minimized. An efficient way to accomplish that was to build trust between the DIs and gay men. In part because DIs were typically white middle-class heterosexual men representing the state, this trust had to be cultivated and developed ( just as the noir detective had to cultivate trust amongst his underworld contacts). Yet trust was not necessarily justified. DIs would lie and deceive to obtain information. Indeed, as previously described, we certainly have evidence of intimidation, broken trust and unwanted disclosure on the parts of DIs.
-'Noir' as a place-based cultural frame
As the above discussion hints at, Farish's notion of 'noir' helps us link these paradoxical relationships between DIs (as 'modest organizational men') and gay, bisexual and other men who had sex with men to a broader, less state-centered, way of thinking about these relations. It does this by focusing on the social and cultural dimensions of both parties' spatial imaginations. It helps us see the spatiality of public health as a more-than-state-centered infrastructural system. It also helps us see the effects of disease investigation on cultural identity and self-governance, and the significance of a variegated state that necessarily had to navigate cultural differences. Thus the noir frame allows us to give a richer, fuller and more concrete example of what 'seeing like a city' means in practice.
As a theoretical frame, 'noir' is quite straightforwardly focused on culture. First, it is inherently place-based, in that it focuses on distinct, contradictory and (to some) sordid spaces of the city, interpreting them as part of the larger texture and aesthetic of the city. This kind of place-based cultural frame captures in profound ways the work and understandings of sexually transmitted disease investigation in mid-twentieth-century Seattle. Moreover, this place-based noir frame became part of (and so mediated) the urban politics of health more generally, through the efforts by DIs, gay men and MSMs alike to navigate the tensions and paradoxes in governmentality discussed above.
The noir frame also draws attention to the polyvalent cultural dimension of urban politics in disease investigation, by emphasizing the blurring of identities (e.g. the 'gay community' versus 'MSMs'), the fuzzy boundary between 'the state' and the communities it purports to serve, and the coexistence of homoeroticism and homophobia in urban governance. As detectives solving the mysteries of urban space using disguise and deception as well as empathy, DIs sought to penetrate the murky urban labyrinth and bring order to the city. For these 'modest organizational men' (Farish, 2005: 103) , the city was a puzzle in which issues of gender, sexuality and race figured prominently. This puzzle could not be solved by them alone, however, and their success was not so easily secured. They had to understand (and to some extent appreciate) gay and MSM cultures and subcultures, while also critiquing them. Similarly, gay men and MSMs sought to create their own senses of order, sometimes in ways that harmonized with DIs and sometimes in ways that resisted them. Thus the noir frame helps us understand how disease investigation and responses to it challenged conventional representations of American cities and urban politics. While always in many senses disciplinary, urban public health practices also supported and reproduced homosexuality as they worked against penal, moralizing, heteronormative and homophobic aspects of the broader political culture.
-
The unfolding of social relations in place
Returning to our interest in shifting the focus of urban politics away from the state and more towards civil society, we interpret the interactions between and among mostly heterosexual DIs (and public health authorities more broadly), gay men (and some non-gay-identified men), these groups' social, sexual, professional and kinship networks, and the emerging gay community of mid-twentieth century Seattle as an example of social relations unfolding in place. These relations, seen through the frames of governmentality and noir, clearly entail the coexistence of very different individuals, communities and cultural norms--what Magnusson (2014 Magnusson ( : 1570 calls 'proximate diversity'. Moreover, these parties' perspectives on fundamental questions of daily life (the nature of health and disease, of sexuality and intimacy, of rights and responsibilities, of community and of the state) are partial and often contradictory. None constitutes a 'single standpoint from which the whole can be grasped ' (ibid.: 1572) . Yet negotiating these differences, limitations and contradictions--at the level of everyday life--was a crucial element of urban politics in mid-twentieth-century Seattle. This negotiation involved simultaneously the grunt-work of intrepid state actors deploying competing epistemologies, various parties contending with competing communitarian versus liberal ethos, making visible certain aspects of the closet (while at the same time reproducing it), the conjuring of 'good' and 'bad' identities among a population whose governance was seen as a problem, and strategically deploying trust and shame as techniques of governance. It also involved conjuring and navigating urban subcultures seen as 'noir' urban heterotopias by some, and forms of both accommodation and resistance to these conjurings on the parts of gay men (and other MSMs).
Ultimately, this complex unfolding of social relations in place constitutes an important but underappreciated component of urban politics. Indeed, we would argue--consistent with arguments made in the symposium in this journal (Rogers et al., 2014) mentioned at the beginning of this article--that 'unfoldings' such as those described here are the very stuff of urban politics. In Seattle, these processes have had much to do with the evolutions of both that city's gay community and the city's broader contemporary (neo)liberal political culture.
Conclusion/implications for future research
Clearly there was a great deal of governance--and self-governance--in relations between (mostly) gay men and a city public health department in mid-twentiethcentury Seattle. These politics fall awkwardly outside of conventional rubrics such as electoral politics, social movements or urban political economy. Broadening notions of what constitute urban politics to include more cultural epistemologies and the unfolding of social relations in place offer new and more subtle ways of conceptualizing and exploring the 'where' of urban politics--especially the urban politics of sexuality. By way of conclusion, then, we offer the following four points.
First, a rather obvious but underappreciated (and under-theorized) point is that a more culturally oriented epistemology enables us to appreciate that urban politics are always mediated by place and hence always entail important place-specific cultural dimensions. The texture, aesthetics and contested meanings of the city--in this case in the context of sexuality--matter! These dimensions and contestations articulate with and inform both state action and various forms of self-governance. Moreover, they frequently entail partial and contradictory (spatial) knowledge of the city, on the parts of multiple actors positioned quite differently within the city. As a consequence, urban politics are very much about complex and contradictory place-specific strategies of governance and resistance in the realm of cultural politics, and are part and parcel of the shaping of local political cultures.
Second, the prosaic stateness of urban politics involves actors who are very often enmeshed in the place-based cultural politics of the city. Bureaucrats, street-level state actors and other 'modest organizational men', along with everyday residents of the city, frequently find themselves at the nexus of competing meaning systems and need to find creative ways to navigate these multiple worlds. How those processes play out depends on local contingencies as well as broader structural imperatives and can lead to very place-specific outcomes (including, again, place-specific political cultures). Here, DIs tacked back and forth between a bureaucratic world's logics and those of an emerging gay community that frequently operated in direct opposition to those logics. In the process, they were both responding and contributing to the development of what would soon become an affirmatively liberal local political culture.
Third, a governmentality frame is tremendously useful in making sense of urban and, presumably, other forms of local politics. Thus its use need not be limited to statecentered analyses such as those focused on colonial and imperial projects. We have previously made this argument in the context of a state-centered analysis of health politics (Brown and Knopp, 2010; 2016) ; here we apply a governmentality framework to a form of urban politics that, while still focused on health issues, is much less statecentered and instead place-focused.
Fourth, a focus on the unfolding of social relations in place enables us to appreciate the myriad possibilities for resistance that are often obscured in more structural and/or state-centered analyses. In mid-twentieth-century Seattle, resistances on the parts of gay men (and sometimes other MSMs)--not just to state power but to homophobia and heterosexism--frequently took the form of micro-scale acts of omission, deflection or deception, such as refusing to 'confess' or protecting the anonymity of partners by agreeing to pass on messages without identifying the individuals to whom they were being passed. The DI's work was thus rarely simple or straightforwardly successful. Some even engaged in what might be termed 'resistance' or 'counter-conduct' (Foucault, 2007b ) themselves, by not informing carceral arms of the state of illegal activities they uncovered or by deceiving spouses into being tested in ways that deflected attention from their likely spousal infectors.
Of course, the analysis here has several limitations that imply the need for further research into urban politics from the perspective we advocate. First, ours is a single case study, and one that is still state-centered to the extent that sexually transmitted disease investigation was part of a larger project of governance by the state. Future case studies might focus on forms of politics that are focused on efforts by communities and citizens more firmly based in civil society to govern themselves and each other (Epstein, 2007) . Second, Farish's noir framing is not the only way to explore the significance of culture and cultural politics in the broader realm of urban politics. It was useful here because of the way it captured the intrepid detective work of DIs in the context of a cultural underworld that was at the time profoundly stigmatized, marginalized and sexualized. And while others have used the noir frame to understand other aspects of urban politics (e.g. Davis, 1990; Deutsche, 1996) and urban culture more generally (Dyer, 1977; Davidson, 2005) , it is also the case that the texture, aesthetics and contested meanings in the city could be approached very differently (e.g. through analyses of community arts, festivals and spectacles of various kinds). Third, the governmentality perspective deployed here (and in our previous work on Seattle) could be broadened so as to focus not just on biopolitics and Legg's analytic, but on techniques of governance that are focused on other axes of difference (such as race and gender).
